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ABSTRACT 
The present study investigated the nature of the 
therapeutic alliance in marital therapy with a group of 
clinically distressed couples (N = 16). The study focused 
specifically on the stability of the alliance over the course 
of the first 8 therapy sessions and the impact of the 
alliance on dyadic and individual adjustment, paying 
particular attention to the way in which each spouse 
separately perceives his or her relationship with the 
therapist. The results suggest that alliance remains 
relatively stable across the first 8 sessions for wives while 
for husbands the alliance is relatively erratic. Stability of 
the alliance was also affected by whether couples 
demonstrated a pattern of split or intact alliances. Couples 
reported no significant improvement in the marital 
relationship across the first 8 sessions. Contrary to 
expectations, the alliance did not account for a significant 




The past several decades have produced a vast quantity 
of psychotherapy research which has demonstrated that treated 
patients, including individuals, couples, and families, do in 
fact, manifest significant improvements as compared to 
untreated control groups. The recent trend in psychotherapy 
outcome research has been to simultaneously investigate the 
process and outcome of psychotherapy with the goal of 
achieving a greater understanding of the mechanisms of change 
in order to facilitate the development of informed treatment 
methods (Gaston, 1990). The finding in process and outcome 
research that therapeutic outcomes are comparable despite 
differences in therapist theoretical orientation, differences 
in assumptions regarding the etiology of dysfunction, and 
differences in techniques and mode of treatment, has led many 
to raise the question of whether there exist ingredients 
which are common to all successful therapies. One such 
hypothesized shared element is the global relationship 
between the patient or patients and the therapist. This 
relationship is commonly referred to as the therapeutic 
alliance, or working alliance, and has been consistently 
shown to be a critical ingredient in treatment and has been 
linked to therapeutic outcome across diverse theoretical 
orientations and psychotherapy approaches (Coady & Marziali, 
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1994). 
What follows is a systematic description of the 
therapeutic alliance; its origins, its unique features, and 
its significance as a process variable in psychotherapy 
research as well as a description of a comprehensive 
investigation of the unique features of the therapeutic 
alliance in marital therapy. Specifically, the study 
investigated the alliance in a sample of highly distressed 
couples using an alliance instrument designed to capture the 
unique features of the alliance in conjoint therapy. One 
particular goal of the proposed investigation is to examine 
the relationship between alliance and outcome.; ;._!though 
researchers have begun to undertake process and outcome 
studies of the alliance in individual therapy there have been 
very few empirically based studies of the alliance in marital 
therapy. Ideally, the results of this investigation will 
contribute to this growing body of literature. 
Psychoanalytic Origins of the All.:innt"P 
The concept of the therapeutic alliance has its origins 
in psychoanalytic theory and was a topic of great theoretical 
interest well before any empirical investigations were 
instigated. In his earliest papers, Freud (1913) speculated 
about the various facets of the relationship between the 
patient and the analyst Which COntrJ.}'.\nrpn +-n ~ rn~_i+i~Fp ~nlj 
productive therapeutic process. Freud's early theoretical 
papers on transference (1912,1916) considered the differences 
between the positive, collaborative aspects of the 
therapeutic relationship and the more distorted, neurotic 
aspects of the patient's attachment to the therapist. Freud 
(1913) suggests that the aim of the therapist's interventions 
are two-fold; to modulate the transference when it 
interferes, and to improve the therapeutic relationship so 
that it is amenable to these surges of transference. In 
accordance with this viewpoint, the alliance is considerably 
diminished by resistances which arise in the treatment 
(Lansford, 1986). Freud asserted that the basis for the 
patient's affectionate feelings toward the analyst resided in 
early trusting relationships with parental figures and he 
contended that these positive feelings toward the analyst 
were essential vehicles for therapeutic success. Freud (1912) 
viewed the formation of the doctor-patient relationship and 
the "analytic pact" (1937) as a primary goal of treatment. In 
accordance with Freud, Zetzel (1956) introduced the term 
"therapeutic alliance" which she viewed as a recreation of 
the positive aspects of the mother-child relationship. 
Modern psychodynamic thinkers, such as Greenson (1965), 
have emphasized the significance of the real relationship 
between the patient and therapist in psychoanalytic work over 
the transference foundation of the relationship. Greenson 
conceived of the therapeutic alliance as the patient's 
ability to work effectively in the therapy situation and 
suggested that the analyst distinguish among the patient's 
conscious, realistic reactions to treatment and his or her 
unconscious transference reactions. 
Other Conceptualizations of the Alliance 
Modern theorists have focused on the ways in which the 
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patient's actual relationship with the analyst or therapist 
affects the formation of the therapeutic alliance. With this 
shift in focus, the alliance was no longer a sheer function 
of the patient's illness, but rather, responsibility for 
building an alliance came to rest on the therapist as well. 
The current formulation of the alliance highlights this 
collaborative effort of the patient and therapist to combat 
the patient's pain (Horvath & Greenberg, 1994). 
Strupp (1970, 1973, 1973a, 1978) emphasized the dual 
influences of the person of the therapist in treatment and 
the role of therapeutic technique. Strupp (1973) suggested 
that there exist two main classes of vital ingredients in the 
process of successful psychotherapy. Specifically, he 
suggested that one key element is the relationship between 
the patient and the therapist which exists by virtue of the 
therapist's qualities. Also important to successful treatment 
are the techniques and information that the therapist uses to 
facilitate positive outcome. Strupp concluded that technique 
alone is insufficient for producing positive change. Rather, 
technique must be coupled with the therapist's personal 
qualities in order to affect change. 
Later thinking demonstrates both the potential positive 
and negative impact that both the client's and the 
therapist's thoughts and actions could have on the 
development of the alliance. According to Horvath and 
Greenberg (1994), the cooperative nature of the patient-
therapist relationship benefits the client by providing an 
environment which fosters self-exploration. The process by 
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which the therapeutic relationship develops serves as the 
means whereby the client's key relationship issues may 
surface. Thus, the modern view of the therapeutic alliance 
integrates the relational and technical aspects of treatment. 
This contemporary view of the alliance with its emphasis on 
actual in-session behavior has permitted researchers to 
objectify the concept through comprehensive analyses of the 
therapy process. 
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According to Orlinsky and Howard (1986) the relationship 
between the client and the therapist is the most probable 
common denominator among the various theoretical approaches. 
Accordingly, a group of nationally recognized psychotherapy 
researchers and marital and family therapy experts who 
participated in an NIMH workshop on psychotherapy 
integration, concluded that, uThe therapeutic alliance is 
probably the quintessential integrative variable because its 
importance does not lie within one school of thought" (Wolfe 
& Goldfried, 1988, p.449). The significance of the 
therapeutic alliance has been verified through the results of 
numerous studies which utilized a range of alliance 
measurement systems and demonstrated the predictive power of 
the alliance in determining therapy outcome (Hentschel & 
Bijleveld, 1995; Coady & Marziali, 1994). The positive 
relationship between the alliance and outcome has been 
demonstrated through research endeavors in highly variable 
settings and treatment contexts and across theoretical 
orientations is testimony to its significance. 
Although it is now generally accepted among the various 
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orientations that the therapeutic relationship is key to the 
conduct of psychotherapy, several questions remain 
unanswered. More empirical research is necessary to determine 
the unique types of therapeutic alliances that are associated 
with different therapy orientations, whether level of 
distress affects the role that the alliance plays in 
mediating positive therapeutic change, and whether specific 
tasks used in different therapies require unique or varying 
therapeutic bonds or alliances (Wolfe & Goldfried, 1988). 
Relationship Between Alliance and Outcome 
Much of the applied research on the therapeutic alliance 
has considered the relationship between alliance and therapy 
outcome. Several studies which focus on the relationship 
between therapeutic alliance and outcome are reviewed below. 
These particular studies were selected as they were conducted 
by prominent psychotherapy research groups and represent much 
of the alliance work which has been and is currently being 
conducted. In recent years, researchers have completed 
comprehensive reviews on the relationship between strength of 
the alliance and treatment outcomes with results 
demonstrating a moderate-to-strong positive relationship 
between positive alliance and good therapy outcome (Horvath, 
1994). 
Orlinsky and Howard (1986) reviewed 54 studies on 
therapists' contributions to the alliance in relation to 
therapeutic outcome. Their review included studies of various 
therapies encompassing diverse theoretical orientations and 
treatment modalities. In the studies they reviewed, they 
found that 60% of the published findings demonstrated a 
significant positive relationship between the therapists' 
contribution to the alliance and outcome. Furthermore, they 
found that in the studies under review which assessed the 
role of the patients' contribution to the alliance, there was 
a statistically significant association between alliance and 
outcome in 11 of 14 studies. Based on the results of their 
review, Orlinsky and Howard concluded that, "the quality of 
the therapeutic bond is an extremely important factor in 
patient outcome" (p.357). 
Horvath and Symonds (1991) conducted a meta-analysis of 
24 studies (based on 20 distinct data sets) to determine the 
relationship between working alliance and psychotherapy 
outcome. The meta-analysis included studies which generally 
conformed to high design standards (e.g., reliable 
instruments, sufficient number of subjects in group designs, 
clinical vs. analog studies), involved experienced 
psychotherapists, and utilized procedures which were carried 
out in clinically valid settings. The researchers found a 
moderate but reliable association (ES = .26) between good 
alliance and positive treatment outcome. The authors report 
that the positive relationship between working alliance and 
psychotherapy outcome is consistent across different types of 
therapy practiced, variable treatment lengths, the number of 
participants in the study, and whether or not the study was 
published. The results of the study indicate that overall, 
the quality of the working alliance was most predictive of 
treatment outcomes based on clients' assessments (mean ES= 
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.21), less of therapists' assessments (ES= .17), and least 
predictive of observers' reports (ES= .10). Although their 
effect size was only moderate, the authors report that it is 
within the range of values reported for other psychotherapy 
variables and may, in fact, be considered conservative as all 
relations analyzed for each study were included in the meta-
analysis and effect sizes not described or reported as 
nonsignificant were set to 0. 
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Marmar, Weiss, and Gaston (1989) studied the therapeutic 
alliance in brief psychodynamic therapy with 52 bereaved 
subjects seeking treatment for pathological grief after the 
death of either a parent or a husband. The mean time elapsed 
from the death of the loved one to the date of the initial 
evaluation was 35 weeks. The subjects most prominent symptoms 
were those commonly seen in severe grief reactions: 
depressive symptoms, anxiety, guilt, anger, intrusive 
thinking and imagery, avoidant behavior, denial, disavowal, 
and sleep disturbances. Subjects received brief 
psychodynamic psychotherapy (12 weekly sessions) from faculty 
therapists at a university-affiliated, psychotherapy 
institute. Two clinical judges rated the alliance on four 30-
minute segments of each subject's therapy sessions using the 
California Psychotherapy Alliance Rating System (CALTARS; 
Marmar, Weiss, DeWitt, & Rosenbaum, 1984). Subjects' 
symptomatology was assessed at intake and follow-up using the 
following measures: The Life Events Questionnaire (Horowitz, 
Schaeffer, Hiroto, Wilner, & Levin, 1977), the Patterns of 
Individual Change Scale (PICS; Weiss, DeWitt, Kaltreider, & 
Horowitz, 1985), and the Symptom Check List (SCL-90; 
Derogatis, Lipman, & Cori, 1973) which was also given to 
subjects after therapy sessions 4, 8, and 12. The 
researchers found a positive, statistically significant 
association between various dimensions of the therapeutic 
alliance and treatment outcome. In particular, a good 
alliance was positively related to symptom improvement and 
gains in interpersonal functioning. 
Bordin's conceptualization of the Alliance 
Most current research on the therapeutic alliance is 
based upon Bordin's (1979) integrative conceptualization of 
the alliance (Safran, Crocker, McMain, & Murray, 1990). 
Bordin (1979) conceives of the three dimensions of the 
alliance as, "an agreement on goals, an assignment of tasks 
or a series of tasks, and the development of bonds" (p. 253). 
Bordin (1994) distinguishes tasks from goals by defining 
therapeutic tasks as, "specific activities that the 
partnership [client(s) and therapist] will engage in to 
instigate or facilitate change" (p.16). Goals refer to the 
overall therapeutic objectives which serve as the ultimate 
aim of the various interventions. Collaboration between the 
therapist and the client(s) is essential in both the 
formulation of tasks and goals as well as in their 
accomplishment. Both the therapist and client(s) must 
mutually endorse and cherish the therapeutic goals and must 
perceive the tasks as relevant and effective, while accepting 
equal responsibility for the accomplishment of these aims 
(Horvath, 1994). Bordin (1994) specifies the collaborative 
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effort between the client and the therapist in identifying 
and negotiating change goals as an integral aspect of 
alliance building. 
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Bordin (1994) describes bonding of the persons in a 
therapeutic alliance in terms of uliking, trusting, respect 
for each other, and a sense of common commitment and shared 
understanding in the activity" (p. 16). Bordin (1994) also 
emphasizes the role of transference in the creation and 
maintenance of the bond. He specifies that the bond may help 
to counter the strains in the alliance which have been 
created by transference and countertransference dynamics of 
the relationship. Furthermore, the mutual trust in the 
relationship allows both parties to create and proceed with 
the tasks and goals of therapy. Bordin's conceptualization of 
the alliance clearly integrates the relational and technical 
aspects of the therapeutic process. According to Bordin 
(1994), the strength of the alliance, the power of the 
therapeutic tasks, and the dynamics of strains in the 
alliance mutually affect change. 
Over the course of therapy the strength of the 
therapeutic alliance fluctuates. The alliance may withstand 
numerous ruptures and repairs as therapy progresses. Pinsof 
(1994) describes the tear and repair of the alliance as nan 
inevitable event in all but the most short-term therapies" 
(p.186). The psychoanalytic explanation for this phenomenon 
revolves around the notion of surges in transference which 
eventually are controlled by the therapist's interventions 
(Luborsky, 1976). Therapists whose work is grounded in other 
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theoretical orientations mainly attribute the instability of 
the alliance to the real, or technical and substantive events 
which transpire between the therapist and client in the 
therapy room. Thus, outside of the psychodynamic 
orientation, the role of transference is non-existent, while 
the real aspects of the relationship determine the strength 
of the alliance over time. 
Safran, Crocker, McMain, & Murray (1990) contend that 
the therapists' skill at early detection of alliance ruptures 
is critical to successful psychotherapy. Furthermore, they 
argue that resolution or repair of alliance ruptures can be 
important change events in the therapeutic process. Lansford 
(1986) investigated the weakenings and repairs of the working 
alliance in short-term psychotherapy and her preliminary data 
indicates that patients who were able to forge a higher 
initial alliance and were able to discuss weakenings with 
their therapist were more adept at repairing any weakenings 
in the alliance. Lansford also found that the success with 
which weakenings and repairs were handled was positively 
related to therapeutic outcome. This ability to form a 
therapeutic relationship and to discuss the relationship in 
the therapy session may offer one possible explanation for 
the research finding that alliance in early sessions is often 
predictive of positive therapeutic outcome (Luborsky, Crits-
Christoph, Alexander, Margolis, & Cohen, 1983; Hartley & 
Strupp, 1983; Horvath & Greenberg, 1986). 
Research on the Alliance 
Although Freud introduced the concept of the alliance in 
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1912, several decades passed before researchers introduced 
empirically-based research programs (Horvath & Greenberg, 
1994). Carl Rogers' (1957) introduction of the unecessary and 
sufficient conditions for change" emphasized the therapeutic 
relationship and led to the alliance becoming a highly 
researched phenomenon (Pinsof & Greenberg, 1986). Rogers 
(1951,1957) theorized and observed the meaningful role of 
empathy, unconditional positive regard, and congruence as 
necessary and sufficient interpersonal conditions responsible 
for therapeutic change. Although he did not complete such 
research endeavors himself, Rogers' demanded that his 
hypotheses be corroborated by empirically-based studies. 
Although Rogers' own methods were somewhat unscientific, his 
ideas and demands for empirical support for his hypotheses 
paved the way for future researchers to engage in-depth 
investigations of the the psychotherapeutic process and its 
relationship to outcome. These later research endeavors 
offered a means of reliably quantifying the therapeutic 
relationship through the detailed qualitative and 
quantitative examination of the relationship and its 
influences on therapeutic outcome (Horvath & Greenberg, 
1994). 
According to Horvath (1994), the first empirical 
measurements of the therapeutic alliance were based on 
raters' judgments while subsequent measures took the form of 
self-report scales which garner both therapists' and clients' 
impressions. The development of recent alliance instruments 
have largely focused on the client's experience in the 
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therapeutic relationship. 
In the late 1970's and the early 1980's, growing 
research interest in the process of psychotherapy spawned the 
development of a number of instruments to measure the 
alliance. Most of the frequently used alliance instruments 
were developed by prominent psychotherapy research groups and 
reflect varying theoretical perspectives. Several of these 
alliance instruments have been used in empirical 
investigations of the relationship of working alliance to 
therapeutic outcome. These various measures are each unique 
but often share many similar conceptual features. 
Different Raters' Perspectives. One methodological 
concern regarding the development of alliance measurement 
instruments concerns rater perspective (Bachelor, 1991). 
Horowitz, Marmar, Weiss, Dewitt, & Rosenbaum (1984), in a 
brief review of research of the helping relationship, 
concluded that evaluation of outcome may be associated with 
evaluative perspective (e.g., therapist, client, or outside 
observer). 
Most investigations of the therapeutic alliance have 
relied on a single perspective of the relationship (e.g., 
therapist, client, or clinical judge-observer). Marziali 
(1984), in one of few studies which involved various rater 
perspectives, had patients, therapists and clinician judges 
rate the same therapy hour in order to determine patient and 
therapist contributions to the therapeutic relationship. 
Their sample consisted of 42 patients (11 men and 31 women) 
selected from a cohort of "neurotic patients" who presented 
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for psychotherapy at an outpatient, university-affiliated, 
psychotherapy institute. Patients were selected to undergo 
brief psychodynamic treatment (20 sessions) based on the 
author's use of Malan's indications and contraindications for 
brief psychotherapy, which is a tool for determining 
suitability for brief therapy. Each patient selected was 
randomly assigned for treatment to one of 15 experienced, 
psychodynamically oriented therapists. A large percentage of 
subjects completed 20 therapy sessions. Patients and 
therapists completed parallel forms of an alliance scale 
immediately following the 1st, 3rd, 5th, 10th, 15th, and 20th 
therapy sessions. Two trained, experienced psychiatric social 
workers who observed each session, also completed an alliance 
scale. Each of the three systems for measuring the alliance 
consisted of four subscales: 1) the Patient Positive 
Contribution Subscale (PPOS); 2) the Patient Negative 
Contribution Subscale (PNEG); 3) the Therapist Positive 
Contribution Subs ca le (TPOS); and 4) the Therapist Negative 
Contribution Subscale (TNEG). Outcome was assessed on the 
basis of pre-therapy patient data, patient self-report 
measures, reports from therapist and clinician judges, and 
follow-up data at three months post-termination. Marziali 
found that with the exception of the Therapist negative 
Contribution subscale, within each measurement system, 
patients' and therapists' ratings of the treatment 
relationship correlated with nonparticipant judges' ratings, 
but are more powerful in predicting the treatment outcome. 
Tichenor and Hill (1989) compared frequently used 
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measures of the working alliance which are frequently used in 
empirical research in order to procure empirical data on the 
comparability of measures and establish validity of the 
construct of the alliance. The measures used were the 
following: the California Psychotherapy Alliance Scales 
(CALPAS), the Penn Helping Alliance Rating Scale (Penn), the 
Vanderbilt Therapeutic Alliance Scale (VTAS), Working 
Alliance Inventory-Observer Form (WAI-0), Working Alliance 
Inventory-Client Form, and Working Alliance Inventory-
Therapist Form (WAI-T). The subjects in their study were 8 
female clients who presented with some evidence of depression 
and underwent brief psychotherapy (12-20 sessions) for self-
esteem and relationship problems with eight master 
psychotherapists who were nominated by colleagues as the best 
therapists in the area. 
In Tichenor and Hill's investigation clients and 
therapists individually completed the WAI inunediately 
following each therapy session. Tichenor and Hill used the 
various alliance instruments on the same data set to 
establish the reliability of each measure, to determine 
whether interrater reliability could be obtained on the 
observer-rated measures, and to determine the correlations 
between the measures of the alliance. They found that all 
measures demonstrated high internal consistency, high 
interrater reliability for all observer-rated measures, and 
that the CALPAS, VTAS, and WAI-0, three of the four clinical-
judge rated measures of alliance, were highly intercorrelated 
and were good measures of the working alliance. However, they 
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also found that the WAI-C and the WAI-T, a client-rated and a 
therapist-rated alliance measure were not related to each 
other or to other measures of the alliance. Although 
Tichenor and Hill's (1989) findings that there may be little 
relationship among client, therapist, and clinical judge 
perspectives on the alliance differ from Marziali's (1984) 
results, this discrepancy may be explained by differences in 
methodologies (Coady & Marziali, 1994). While Marziali (1984) 
used parallel forms of the same measure to garner different 
rater's perspectives of the alliance, Tichenor and Hill 
(1989) utilized six different alliance measures which were 
derived from various theoretical perspectives. Furthermore, 
Tichenor and Hill's (1989) findings are somewhat restricted 
by small sample size and other methodological limitations 
which suggest that further research in this domain is 
warranted. 
Bachelor (1991) also compared clients' and therapists' 
perceptions of the alliance in therapy with 37 self-referred 
women and 10 men who sought consultation during two 
consecutive academic quarters at a university counseling 
center. She measured alliance at three points in the therapy 
process and pre- and post-therapy outcome measures were 
obtained. Bachelor found that although alliance was 
positively correlated with outcome, clients and therapists 
differed significantly in their perceptions of several 
alliance variables. Furthermore, it appears that evaluative 
perspective bears some influence on perception of factors 
affecting outcome (e.g., therapist vs. client 
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characteristics) (Bachelor, 1991). Thus, it appears that each 
participant in therapy sessions, despite the fact that they 
are engaged in a joint therapeutic effort, may have variable 
perceptions of the therapy process. This finding could have 
critical implications when investigating the process of 
marital therapy in which more than one client, along with the 
therapist, is present in the therapy room. 
The Alliance in Marital and Family Therapy. Marital and 
family therapists also have acknowledged the importance of 
the relationship between the client and the therapist in the 
therapeutic process. Systems therapists have traditionally 
been interested in the unique therapeutic experience of 
various clients engaged in the process. Because the concept 
of the alliance has psychoanalytic roots and was developed in 
regard to individual psychotherapy, marital and family 
therapists have been slow to formulate an explicit theory 
about the nature of the alliance in marital and family 
therapy (Pinsof & Catherall, 1986). Despite the fact that in 
the marital and family field, clinicians have addressed the 
issue of the alliance on a pragmatic, clinical level, a 
theoretical and research perspective on the alliance which is 
specific to conjoint therapy, remains in the early stages 
(Johnson & Greenberg, 1989). The work of Pinsof and Catherall 
(1986) was the field's first attempt to develop a clinical 
theory depicting the role of the alliance in marital therapy 
and the Couples Therapeutic Alliance Scale (CTAS; Pinsof & 
Catherall, 1986) is the only published measure to date that 
is specifically designed to empirically assess the alliance 
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in marital therapy (Bourgeois, Sabourin, & Wright, 1990). At 
the present time, there have been very few published studies 
of the working alliance in marital and family therapy. 
Because couple and family therapy involves more than one 
patient, the concept of the alliance is complicated and 
unique (Pinsof & Catherall, 1986). The alliance in marital 
therapy not only involves the relationship between each of 
the partners and the therapist, but also encompasses an 
additional dimension; the relationship between the two 
partners who come for therapy (Johnson & Greenberg, 1989). 
Johnson and Greenberg (1989) contend that the alliance in 
marital therapy differs from individual therapy as the major 
context for a corrective emotional experience in conjoint 
therapies is the relationship between the spouses, as opposed 
to the spouses' relationship with the therapist. Furthermore, 
the authors contend that the bonding aspect of the alliance 
between the therapist and each spouse may be less intense 
than in individual therapy as each partner's significant 
other is present in the sessions. Likewise, the authors 
speculate that the task aspect of the alliance is 
particularly important in marital therapy as the therapist 
tends to be more directive than in individual treatment. 
Pinsof and Catherall (1986) in accordance with their 
systemic theoretical viewpoint, contend that in marital and 
family therapy, each individual's alliance with the therapist 
may potentially affect or be affected by every other 
individual's relationship. In fact, how each partner views 
the relationship between his or her spouse and the therapist 
may be a powerful aspect of the alliance (Johnson & 
Greenberg, 1989). 
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Pinsof and Catherall (1986) assert that when more than 
one person is the identified patient, the marital or family 
therapist may either have an "intact" or "split" alliance 
with the patients. According to Pinsof and Catherall (1986), 
an intact alliance occurs when all family members have 
similar positive feelings toward the therapy and the 
therapist and is likely to be associated with positive 
treatment outcome. In clinical research, split alliance 
refers to a quantifiable discrepancy between spouses' 
perceptions of the alliance. In a split alliance, family 
members differ in their opinions of the therapy and the 
therapist. For example, in marital therapy, one spouse may 
have a positive alliance with the therapist while the other 
spouse has a negative alliance. This type of split alliance 
is the most common and troublesome and is likely to be 
related to adverse therapeutic outcome (Pinsof, 1994). A 
split alliance is a significant clinical issue in conjoint 
therapy as its presence may negatively influence therapeutic 
outcome. In fact, it is possible that one reason why 
researchers have only reported a moderate positive 
correlation between alliance and outcome in marital therapy 
is that they failed to account for the presence of a split 
alliance. Most studies which have looked at alliance and 
outcome have not accounted for the magnitude of difference in 
husbands' and wives' perceptions of the alliance. Given the 
potential for split alliances in mar~tal therapy, it is 
essential that the therapist demonstrate flexibility in his 
or her ability to support each spouse at critical moments 
while maintaining a relationship focus and promoting new 
interactions among the couple (Johnson & Greenberg, 1989). 
20 
Empirical measurement of the alliance in marital therapy 
is hampered by the fact that almost all existing alliance 
measures were designed for use in individual psychotherapies. 
Catherall (1984) points out that these instruments focus on 
specific aspects of the therapist-patient relationship while 
neglecting the potential influence of others who may or may 
not be present in therapy room. In other words, these 
commonly used alliance instruments fail to consider a 
systemic perspective. 
The Couple Therapy Alliance Scale. The Couple Therapy 
Alliance Scale (CTAS; Pinsof & Catherall, 1986) was developed 
in response to the absence of available instruments for 
capturing the unique properties of the alliance in couples' 
therapy. As previously discussed, traditional alliance 
measures have been designed for use in individual therapy and 
are often unsuitable for use in research on couples as they 
fail to account for the fact that marital therapists must 
simultaneously attend to the individual needs of both spouses 
as well as the intricacies of the couple system. The CTAS 
conceptualizes the alliance in couples' and family therapy 
from an interpersonal and systemic perspective. Besides 
considering the alliance as an entity which occurs between 
individuals who exist within a larger system of 
relationships, this measure assesses the alliance in three 
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interpersonal spheres (Catherall, 1984). These three 
interpersonal domains include: (1) the individual's 
relationship with the therapist, (2) the individual's 
perception of the therapist's relationship with their partner 
and (3) the individual's perception of the therapist's 
relationship with the couple (Catherall, 1984). 
The content dimensions of the CTAS are derived from 
Bordin's (1979) integrative conceptualization of the 
therapeutic alliance and include tasks, goals, and bonds. The 
two dimension factors (Content and Interpersonal System) 
combine to form a 3x3 matrix containing 9 cells. This matrix 
yields six subdimension scores and one composite alliance 
score (Catherall, 1984). In recent years, the CTAS has been 
utilized in a number of studies investigating the process and 
outcome of marital therapy. 
Heatherington and Friedlander (1990) completed a study 
of the psychometric properties of the CTAS (Pinsof & 
Catherall, 1986). In their field investigation, Heatherington 
and Friedlander studied 16 couples seeking treatment for 
marital problems who were seen by psychologists, social 
workers, and psychiatrists at an outpatient clinic 
specializing in family therapy in a large, Northeast, general 
hospital. Couples completed the CTAS as well as the Session 
Evaluation Questionnaire (SEQ; Stiles, 1989; Stiles & Snow, 
1984) in the third to sixth session of treatment, immediately 
following a therapy interview. The results of their study 
provide support for the ongoing use of the CTAS as ratings 
were fairly normally distributed and reliability estimates 
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reflected good internal consistency (Alpha= .93). 
Heatherington and Friedlander also found that the »split 
alliance", which they operationalized as either a one or two 
standard deviation difference between spouses• ratings, was 
empirically identifiable in their data set. 
Catherall (1984) studied the therapeutic alliance in 24 
couples selected from the general population presenting for 
outpatient treatment at a family and child training clinic. 
The therapists in the study were advanced doctoral level 
trainees trained in Integrative Problem Centered Therapy 
(!PCT; Pinsof, 1983). The process measured used was the 
Couple Therapy Alliance Scale (CTAS; Pinsof & Catherall, 
1986) which was completed following a single therapy 
session. Outcome was assessed using an adaptation of 
Storrow's Rating Scales for the Outcome of Therapy (Storrow, 
1960). Catherall found that positive alliance showed 
significant correlations with improvement in the two outcome 
dimensions of stress management and symptoms and problems. He 
also found the CTAS subdimensions to be highly correlated and 
speculated as whether they could be differentiated. 
Bourgeois, Sabourin, and Wright (1990) examined the 
relationship between marital distress, therapeutic alliance 
formation, and treatment outcome among 63 French Canadian 
couples involved in a 9-week group marital skills training 
program. Half of the couples were considered clinically 
distressed while half were not according to diagnostic 
assessments completed by the couples. The study involved six 
senior therapists and seven co-therapists, all of whom were 
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licensed psychologists. Each of the senior therapists 
possessed at least 2 years of clinical experience in marital 
therapy, while each co-therapist had attained at least a 
master's degree in clinical or counseling psychology. All of 
the therapists adhered to an orientation congruent with the 
model of therapy implemented in the study. Bourgeois et al. 
(1990) assessed level of distress and treatment outcome using 
several self-report measures, which were translated into 
French. The following measures were administered to couples 
before beginning therapy and one week after the cessation of 
treatment: The Dyadic Adjustment Scale (DAS; Spanier, 1976), 
the Potential Problem Checklist (PPCL; Patterson, 1976), the 
Marital Happiness Scale (MHS; Azrin, Naster, & Jones, 1973), 
and the Problem Solving Inventory (PSI; Heppner & Peterson, 
1982). The authors assessed the therapists' view of the 
alliance after the 3rd therapy session using the Therapist 
Alliance Scale (TAS), a measure designed by the authors to 
reflect the three theoretical dimensions described by Bordin 
(1979) and similarly captured in the CTAS (tasks, goals, 
bonds). At this time each spouse individually completed the 
CTAS (Pinsof & Catherall, 1986). Hierarchical multiple 
regression analyses were conducted to evaluate the relation 
of marital distress to the quality of the therapeutic 
alliance. The results of their study demonstrate that level 
of marital distress was unrelated to alliance formation and 
that alliance was related to outcome. The authors found a 
gender difference in that the strength of the alliance was a 
more powerful predictor of therapeutic success among men (~= 
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.07) than among women(~= .05). For men, the CTAS accounted 
for significant amounts of variance on three of four outcome 
measures, while for women the CTAS only accounted for 
significant amounts of variance on the DAS. Furthermore 
treatment alliance as rated by therapists accounted for even 
less of the variance in the residualized post-DAS scores (~= 
.03). 
Bourgeois et al. (1990) also conducted item analyses and 
a factor analysis of the CTAS. They found a total score 
internal consistency coefficient (alpha) of .95. Consistent 
with Catherall's (1984) findings, the authors reported that 
factor loadings did not reflect the six theoretical 
subdimensions of the measure. They did however find high 
correlations between the six subscales which suggests that 
the CTAS may measure a unidimensional phenomenon. 
Johnson and Greenberg (1985a) compared the relative 
effectiveness of experiential and problem-solving 
interventions in the treatment of marital discord. Forty-five 
couples were selected of those who self-identified as needing 
help resolving problems. Although in order to meet the 
criteria for inclusion in the study, couples must not have 
had any immediate plans for divorce, at least one partner in 
each couple had to score in the distressed range on the 
Dyadic Adjustment Scale (DAS; Spanier, 1976). Of the 45 
couples who entered the study, 15 were assigned to each 
treatment group and 15 were assigned to a control group. 
Johnson and Greenberg (1985b) later conducted a within-
subjects design study which utilized only the subjects from 
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the control group to measure treatment outcome with 
Emotionally Focused Therapy (EFT). Couples were seen for 
eight therapy sessions by six experienced therapists who 
possessed an average of 4 years clinical experience that 
included the marital therapy implemented in the study. The 
CTAS (Pinsof & Catherall, 1986) was completed individually by 
each client following the third therapy session. The results 
of the study indicate that the perceived strength of the 
therapeutic alliance was equivalent across treatment groups. 
Furthermore, the authors conducted item analyses of the CTAS 
and found that the reliability (internal consistency) for 
their sample was .96 for the total test and .88, .92, and 
.85, respectively, for each of the interpersonal 
subdimensions (Self, Other, and Relationship). 
CHAPTER 2 
THE CURRENT INVESTIGATION 
The purpose of this study was to explore the nature of 
the therapeutic alliance in marital therapy with highly 
distressed couples. This study differs from previous studies 
in that it included a highly selected sample of distressed 
couples. Thus, it will be interesting to see if the results 
of previous studies are generalizable to this sample and also 
to investigate the unique features of this group. This study 
addressed seven specific research questions. 
Hypothesis 1. Given that the results of previous studies 
have suggested that the Couple Therapy Alliance Scale 
measures a unidimensional phenomena instead of measuring 
distinct subdimensions of the alliance (Tasks, Goals, and 
Bonds), it was hypothesized that the 3 content subscales of 
the CTAS (tasks, goals, bonds) would be highly correlated to 
the extent that a single total "alliance" score would serve 
as the best measure of alliance. Furthermore, it is expected 
that husbands' and wives' subscales will be correlated. This 
hypothesis will be tested by correlating the three subscales 
for husbands and wives. If the results demonstrate that the 
CTAS is indeed measuring a unidimensional phenomenon, the 
items will be collapsed into one summary score which will be 
utilized in further analyses. 
26 
27 
Hypothesis 2. Previous research (e.g., Gutterman, 1984; 
Safran et al., 1990) has suggested that alliance develops 
early in treatment (about session 3), frequently predicts 
therapeutic outcome, and is relatively stable over time. This 
study will investigate the stability of the alliance over 
time. It wass expected that the therapeutic alliance would 
remain stable across the first 8 therapy sessions. 
Hypothesis 3. Previous research (e.g., Bourgeois, 1990) 
has utilized the third therapy session as a point at which to 
measure alliance. In investigating the stability of the 
alliance over time, the study tested whether the alliance 
actually stabilized by the third therapy session and examined 
whether session 3 is an appropriate measurement point. It was 
hypothesized that the alliance would stabilize by session 3. 
With respect to this hypothesis, if the results suggest 
that alliance is stable over time, early alliance (alliance 
at session 3) will be used in subsequent analyses. If the 
alliance is not stable after session #3, then alliance will 
be measured at its stablest point during the first 8 
sessions. 
Hypothesis 4. Given the high level of marital distress 
among the couples under study, it was expected that the 
presence of a split alliance was present among a substantial 
number of the couples. Thus, the stability of the alliance 
for couples, as well as for each spouse will be calculated 
separately as a function of split and intact alliance. 
Hypothesis 5. It was expected that the magnitude of the 
difference between husbands' and wives' perceptions of the 
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alliance (split alliance) would be consistent over the course 
of the first eight therapy sessions. 
Hypothesis 6. It was expected that split alliances 
would be negatively correlated with individual and dyadic 
outcome, while intact alliances would be positively 
associated with individual and dyadic outcome. 
Hypothesis 7. The study also investigates how husbands' 
and wives' independent alliance ratings relate to outcome. 
Previous research (Bourgeois, Sabourin, & Wright, 1990) has 
demonstrated that in group marital therapy, the strength of 
the therapeutic alliance is more highly correlated with 
therapeutic success among husbands than among wives. The 
current investigation tested whether this finding can be 
replicated. It wass expected that husbands' reports of the 
alliance would be more highly correlated with dyadic outcome 





The current investigation was part of a larger, ongoing 
study of marital therapy and was conducted at The Family 
Institute, an independent, not-for-profit affiliate of 
Northwestern University offering marital and family therapy. 
The staff consists of highly experienced, full-time 
therapists who also supervise and teach in one of the 
Institute's graduate or postgraduate training programs. The 
Family Institute also has a training clinic which provides 
services to clients on a sliding-scale fee. Therapists in the 
training clinic are enrolled in one of the Institute's 
graduate or postgraduate programs and are supervised by an 
experienced staff member. 
Participants 
Couples. The investigation included 16 married, 
heterosexual couples. Table 1 contains demographic 
information on the couples. Couples were recruited for 
inclusion in the study mainly from couples seeking therapy 
for marital problems at The Family Institute during intake 
interviews conducted over the telephone (g= 14). Couples were 
also recruited directly from responses to advertisements in a 
local parenting magazine (g= 2). Couples were required to 
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Table 1 
Demographic Characteristics of the Sample 
Average Years of Marriage: 
Average Number of Children: 
Average Age of Husbands: 
























meet the following criteria for inclusion in the study: a) 
The couple had to be married for at least three years; b) It 
was the first marriage for both partners; c) The couple had a 
child younger than 12 years of age; d) Marital 
dissatisfaction and the possibility of divorce were 
identified as major problems by at least one member of the 
couple during intake; e) Both partners agreed to participate 
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and to have their sessions video- and/or audiotaped; f) Both 
partners demonstrated a desire to improve the relationship 
and avoid separation and divorce if possible; and g) There 
was insufficient criteria for either partner for a DSM-IV 
diagnosis of Major Affective or Psychotic Disorders. 
Therapists. The study included 13 therapists including 
staff therapists (g =7) and advanced trainees (g =6) who 
received advanced didactic instruction and clinical 
supervision in the two-year training program in Marital and 
Family Therapy at the Family Institute. There were 
approximately equal numbers of male and female therapists. 
Three therapists saw more than one couple in treatment, while 
all other therapists saw only one couple. All therapists 
offered treatment following the Integrative Problem Centered 
Therapy (IPCT; Pinsof, 1983) model. IPCT is a problem-focused 
therapy which integrates different treatment modalities 
(individual, couple, family) and various orientations 
(behavioral, communicational, and psychodynamic). According 
to this model, the beginning stages of therapy are more 
behavioral and the therapist tends to play an active role in 
sessions. As therapy progresses, the therapist tends to 
become less active and therapy addresses the more historical 
antecedents of the identified problem drawing on 
psychodynamic principles. 
Measures 
Couple Therapy Alliance Scale. The Couple Therapy 
Alliance Scale (CTAS; Pinsof & Catherall, 1986) is a 29-item, 
self-report measure of clients' perceptions of the 
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therapeutic alliance (see Appendix A). Each spouse responds 
to questions regarding his or her perceptions of the therapy 
session on a 7-point scale which ranges from 'Completely 
Disagree' (1) to 'Completely Agree' (7) with a neutral 
midpoint (4). Items on the CTAS are characterized as either 
positively phrased (Ex: "The therapist cares about me as a 
person.") or negatively phrased (Ex: "I am not satisfied with 
the therapy."). On positively phrased items, higher scores 
indicate more positive alliance, while on negatively phrased 
items, higher scores indicate poorer alliance. In scoring the 
instrument, the ratings on the negatively phrased items must 
be numerically reversed scores (1=7, 2=6, 3=5, 5=3, 6=2 and 
7=1). An overall score is computed based on a mean rating of 
all of the items. Subscale scores are also computed for the 3 
content subscales (tasks, goals, bonds) and the 3 
interpersonal subscales (self-other, therapist-other, and 
group-other). 
The scale takes approximately 2-4 minutes to complete 
and has adequate levels of test-retest reliability (£ = .84) 
(Pinsof & Catherall, 1986). Furthermore, the total alliance 
scores on the CTAS were found to be significantly positively 
correlated with patient progress as measured by a therapist-
report instrument developed by Storrow (1960) and modified by 
Catherall for use with couples (Catherall, 1984). 
The CTAS consists of three interpersonal subdimensions 
(Self-Therapist, Other-Therapist, and Group-Therapist) and 
three content subdimensions (Tasks, Goals, and Bonds). There 
are 11 items comprising the Self-Therapist subscale, 11 items 
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comprising the Other-Therapist subscale, and 7 items 
comprising the Group-Therapist subscale. For the Self-
Therapist scale, high test-retest reliability has been 
reported(£= .86), as well as for the Other-Therapist 
subscale (E= .92), and the Group-Therapist subscale (E= .63). 
For the content subscales, the authors also report high test-
retest reliability. For the Tasks subscale, test-retest 
reliability was adequate (£= .76), as well as for the Goals 
subscale (£= .91) and the Bonds subscale (E= .89) (Pinsof & 
Catherall, 1986). 
Dyadic Adjustment Scale. The Dyadic Adjustment Scale 
(DAS; Spanier, 1976) is a 42-item self-report questionnaire 
which assesses couple functioning (see Appendix B). The DAS 
is one of the most widely used measures of marital adjustment 
and is the preferred instrument in terms of reliability (E= 
.96) and validity (Spanier & Thompson, 1982). On the DAS, 
higher scores indicate higher levels of marital adjustment. 
Previous research (e.g., Spanier, 1976) has identified 
couples whose total dyadic adjustment scores were less than 
100 as highly distressed. In Spanier's original sample, 
married couples mean total DAS score (g= 218) was 114.8, 
while for divorced couples (g= 94), the mean DAS score was 
70.7. Most of the items included in the measure involve a 6-
point Likert-type scale defining the amount of agreement or 
frequency of events. The DAS can be scored as an index of 
global marital adjustment (total score) or can be broken down 
into subscales measuring Cohesion, Consensus, Satisfaction, 
and Affective Expression. 
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Brief Symptom Inventory. The Brief Symptom Inventory 
(BSI; Derogatis, 1975) is a 53-item, self-report, 
psychological symptom scale that is essentially a shortened 
form of the SCL-90-R (Derogatis et al., 1976; Derogatis, 
1977) (see Appendix C). The BSI assesses 9 primary symptom 
dimensions such as anxiety and depression. The measure also 
assesses overall psychopathology status with three global 
indices; the Global Severity Index (GSI), the Positive 
Symptom Distress Index (PSDI), and the Positive Symptom Total 
(PST). Each item included in the measure is rated on a 5-
point scale of distress (0-4), ranging from 'not at all' to 
'extremely'. Higher scores indicate higher levels of 
psychopathology. The measure shows sound psychometric 
properties including very good test-retest reliability (~= 
.90), internal consistency (~'s= .71-.85), and sound evidence 
of convergent and construct validity (Derogatis & 
Melisaratos, 1983). 
Procedure. 
Prior to the first therapy session and after the eighth 
therapy session, couples individually completed a number of 
measures including the Brief Symptom Index (BSI; Derogatis, 
1975), and the Dyadic Adjustment Scale (DAS; Spanier, 1976). 
Pre- and post-therapy scores on the DAS and BSI were used as 
measures of progress in therapy. After each psychotherapy 
session, each member of the couple also individually 





An item analysis was conducted in order to discern the 
internal consistency (alpha reliabilities) of the CTAS 
subscales. Alpha reliabilities were computed separately for 
husbands and wives and were similar. The internal consistency 
data for the three interpersonal subscales of the CTAS (Self-
Therapist, Other-Therapist, and Group Therapist) and the 
three content subscales (Tasks, Goals, and Bonds) are 
presented in Table 2 and indicate high internal consistency; 
(alpha's range from .84 to .93). 
CTAS Intercorrelations 
In order to test the first hypothesis, which predicted 
that the CTAS was a unidimensional measure, intercorrelations 
among all of the CTAS content subscales (tasks, goals, bonds) 
for husbands and wives were calculated and are presented in 
Table 3. The intercorrelations between the content subscales 
for wives ranged from .59 to .86, while for husbands the 
intercorrelations ranged from .93 to .94. Thus, the results 
support the first hypothesis. Correlational data between 
husbands and wives are also presented in table 3. The 
intercorrelations between husbands' and wives' subscales 
ranged from .40 to .47. Table 4 contains the 




Reliability Analysis Scale (Alpha) for the CTAS Subdimensions 
for Wives and Husbands 
Content Subdimensions 
Subdimension Spouse Alpha 
Task Wife .94 
Task Husband .95 
Bond Wife .83 
Bond Husband .95 
Goal Wife .86 
Goal Husband .92 
Interpersonal Subdimensions 
Subdimension Spouse Alpha 
Self Wife .91 
Self Husband .95 
Other Wife .90 
Other Husband .96 
Group Wife .84 
Group Husband .84 
Table 3 
Intercorrelations Among the CTAS Content Subdimensions for 
~ives and Husbands 
WIFE HUSBAND 
Tasks Goals Bonds Tasks Goals Bonds 
w Tasks .69** .86** .47* .43* .51** 
I 
F 
E Goals .59** .43* .43* .43* 
Bonds .36 .34 .40* 
H Tasks .93** .93** 
u 
s 




* p< .05 
** p< .01 
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Table 4 
Intercorrelations Among the CTAS Interpersonal Subdimensions 













* p< .05 





Other Self Group Other 
.87** .46 .57** .46* 
.81** .44* .52** .41* 




(self ,other,group) for both husbands and wives. For husbands 
the intercorrelations between the interpersonal subdimensions 
ranged from .93 to .98. For wives, the intercorrelations 
ranged from .81 to .92. The correlations between 
subdimensions ranged from .59 to .98 for both husbands and 
wives. 
It further appears that husbands' and wives' scores were 
correlated with each other. All intercorrelations among 
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husbands' and wives' scores were significant at the .05 level 
or beyond. The average correlation between husbands' and 
wives' scores for all subscales was .43. Given that the 
results suggest that the CTAS is a unidimensional instrument, 
total scores on the CTAS were used to measure therapeutic 
alliance in subsequent analyses. 
Stability of Alliance Over Time 
In order to test the second hypothesis which predicted 
that the therapeutic alliance would be stable across the 
first eight sessions of therapy, autocorrelations between 
alliance ratings assessed at successive sessions were 
calculated. First, the alliance measured at session 1 was 
correlated with session 2. Then, the alliance at the next 
session was correlated with the average alliance scores drawn 
from all previous sessions. For example, alliance measured at 
session 3 was correlated with the average alliance score 
derived from sessions 1 and 2; alliance at session 4 was 
correlated with the average alliance scores across sessions 
1,2 and 3, and so on. Autocorrelations of .70 or higher would 
reflect a relatively stable alliance over ti.me* 
Figure 1 depicts the development and course of the 
alliance across the first 8 sessions of marital therapy for 
all couples (husbands' and wives' scores were combined). It 
appears that alliance is relativP-ly stable across the first 6 
therapy sessions. It appears that alliance scores from 
session 1 to session 6 are highly correlated with previous 
sessions (£'S ranged from .82 to .94). While session 7 does 

















1 2 3 4 5 6 7 8 
'l'herapy Sessions 
Figure 1. Correlation between husbands' and wives' 
combined alliance scores at each subsequent session 
with their alliance scores averaged across all 
previous sessions for sessions 2 through 8. 
8 appears highly correlated with prior sessions (~= .88). 
Thus it appears that alliance is stable for couples across 
the first 6 therapy sessions, but that session 7 is an 
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unreliable indicator of previous alliance which may have 
implications for deciding when to measure alliance. 
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Figures 2 and 3 depict the development and course of the 
alliance across the first 8 sessions of marital therapy 
separately for husbands and wives, respectively. For 
husbands, while alliance scores from session 1 to session 5 
are highly correlated with previous sessions (~= .70 to .96), 
session 6 is only moderately correlated with previous 
sessions (~= .65) while session 7 does not appear to be 
related to previous sessions (~.24). However, session 8 
appears related to prior sessions (~= .77). For wives, the 
correlation between alliance scores at all ~ubsequent 
sessions beginning with session 2 are highly correlated with 
prior sessions. Correlation coefficients ranged from~= 0.92 
to~= 0.99. The results demonstrate that wives' alliance is 
consistently more stable than husbands' alJiancP. A~rni::;i:t +-hP. 
first 8 sessions of marital therapy. Although the alliance 
appeared to be stable across the first 6 therapy sessions 
when couples' alliance scores were combined, when spouses' 
alliance scores were analyzed separately~ the alliance 
appears relatively unstable. Thus hypothesis #2 was 
unsupported. The failure of the therapeutic alliance to 
stabilize in the earliest portion of therapy suggests that 
hypothesis #3 was also unsupported. Furthemon~. t:hP. resnJ tf; 
suggest that measurement of the alliance at after a 
particular early therapy session, such as session 3 may be 
misleading. 














Figure 2. Correlation between husbands' alliance 
scores at each subsequent session with their 
alliance scores averaged across all 
previous sessions for sessions 2 through 8. 
alliance across the first 8 therapy sessions, in subsequent 
analyses alliance scores were calculated by taking the 













1 2 3 4 5 6 7 
Therapy Session 
Figure 3. Correlation between wives' alliance 
scores at each subsequent session with their. 
alliance scores averaged across all previous 
sessions for sessions 2 through 8. 
8 
Furthermore, in order to calculate split alliance, or the 
discrepancy in alliance scores between husbands and wives, 
the split was calculated as the average difference between 
spouses' scores across the first 8 therapy sessions. 
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Splitters & Non-Splitters 
Couples were divided into two groups depending on 
whether they demonstrated a pattern of split alliance, 
"splitters" or a pattern of intact alliance, "non-splitters". 
Given the previous finding that the stability of the alliance 
fluctuated over the first 8 therapy sessions for husbands but 
not for wives, split alliance was determined by calculating 
an alliance difference score at each session (wife alliance 
minus husband alliance score). These difference scores were 
then added over the 8 therapy sessions for each couple in 
order to attain a cumulative difference score. Based on the 
distribution of these cumulative difference scores, a cutoff 
score of 1.41 was established which enabled couples to be 
divided into two groups, "splitters" (!1= 8) and "non-
splitters" (!1= 8) (See Table 5). Thus, hypothesis #4 was 
supported. Among approximately half of coupJpc; fiPmrm~t-xP-+-ing 
a pattern of split alliances, wives' alliance scores were 
significantly higher, while among the other half, husbands' 
scores were significantly higher. 
Figures 4 and 5 depict the development of the alliance 
over time for wives from couples with a pattern of split 
alliances and those from couples with a pattern of intact 
alliances. The development and course of the alliance for 
wives from couples with a split alliance was stable across 
time. For this group, each therapy session appears highly 
correlated with previous sessions. Correlation coefficients 
ranged from~= .93 to~= 1.0. For wives in couples with a 
pattern of intact alliances, the alliance at sessions 2 and 3 
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Table 5 
Distribution of Couple's Cumulative Alliance Difference 
Scores* 
Couple Difference Score 
















*A cumulative difference score of 1.41 was established based upon the 
mean alliance scores for couples and this difference score was used as a 
cutoff point to differentiate between splitting and non-splitting 
couples. Couples with a cumulative difference score above 
1.41 were considered splitters, while couples with a score 
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'l'herapy Se••ion 
Figure 4. Correlation between wives' alliance 
scores at each subsequent session with their 
alliance scores averaged across all previous 
sessions for wives from "splitting" couples 

















Figure 5. Correlation between wives' alliance 
scores at each subsequent session with their 
alliance scores averaged across all previous 
sessions for wives from anon-splitting" couples 
(sessions 2 through 8). 
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was highly correlated with previous sessions (£'s= .91, .90, 
respectively). However sessions 4 through 6 appear less 
correlated with prior sessions. Correlation coefficients 
ranged from -.22 to .. 44. While it appears that session 7 
alliance can be predicted from previous sessions (£= .87), 
session 8 a11iance appears to be unrelated to previous 
alliance(£= -.24). Thus, it appears that when looking at the 
stability of wives' alliance over time, it may be important 
to consider looking at wives' from couples with split 
alliances and intact alliances as separate groups. The 
alliance appears considerably less stable over time for wives 
from intact couples than for wives from "splitter" couples. 
Figures 6 and 7, respectively, depict the development 
and course of the alliance for husbands from couples with a 
pattern of split and intact alliances. For husbands from 
couples with a pattern of split alliances, the alliance 
fluctuates over the first 8 therapy sessions. High 
autocorrelations (£' s between • 84 and • 92) appear at session.c: 
2 ,3 , 5, and 8, but low autocorrelations appear at sessions 
4, 6, and 7 (r's between -.46 and .48). It appears that 
alliance is unstable over the first 8 therapy sessions for 
husbands from couples with a pattern of split alliances. 
For husbands from couples with a pattern of intact 
alliances, alliance appears relatively stable across the 
first 6 therapy sessions. Correlation coefficients ranged 
from r= .82 to £= .99. However, sessions 7 and 8 appear to be 
highly negatively correlated with prior sessions (£= -.99 and 
-1.0, respectively). It appears that alliance becomes 
'l'herapy Session 
Figure 6. Correlation between husbands' alliance 
scores at each subsequent session with their 
alliance scores averaged across all 
previous sessions for husbands from "splitting" 
couples (sessions 2 through 8). 
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'l'he:apy Session 
Figure 7. Correlation between husbands' alliance 
scores at each subsequent session with their 
alliance scores averaged across all 
previous sessions for husbands from "non-splitting" 
couples (sessions 2 through 8). 
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relatively unstable after session 3 for husbands from 
"splitter" couples while it is relatively stable across the 
first 6 therapy sessions for husbands from couples with 
intact alliances. Thus, it may be important to look atboth 
groups separately in determining the most optimal point at 
which to measure alliance. 
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Figure 8 depicts the development and course of the split 
alliance over time for all couples (difference between 
husbands' and wives' alliance scores). It appears that for 
sessions 2 and 3, the degree of difference between spouses' 
perceptions of the alliance is moderately correleted with 
their perceptions of prior sessions (£= .69 and .63, 
respectively). Sessions 4, 5, and 6 appear highly correlated 
with prior sessions (r= .85, .87, and .96, respectively). 
While session 7 appears only moderately correlated with 
previous perceptions of the alliance(£= .72), it appears 
that the degree of difference between spouses' perceptions of 
the alliance at session 8 is highly related t.n pr!O~d "'1 'C! 
perception of the alliance(£= .98). It appears that the 
differences between spouses' alliance scores vary across the 
first 8 therapy sessions. Thus, hypothesis #5 was 
unsupported. 
Dyadic Adjustment 
overall Dyadic Adjustment. With respect to the sixth 
hypothesis, a series of 2 group (split vs. intact alliance) X 
2 gender (wife, husband) X 2 time (pre-therapy vs.after the 
8th therapy session) repeated-measures ANOVAS were conducted 
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Figure 8. The stability of the split alliance over 
time as captured by the correlation between the 
difference between spouses' alliance scores at each 
session with their difference scores averaged across 
all previous sessions (sessions 2 through 8). 
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adjustment scores as the dependent variables. Mean scores for 
overall level of dyadic adjustment, as well as the various 
DAS subscales for splitters and non-splitters are displayed 
in Tables 6 and 7, respectively. Both splitters' and non-
splitters mean total DAS scores indicate the high level of 
distress among the couples included in this study. Mean 
scores for husbands ranged from 83.1 to 91.4, while mean 
scores for wives ranged from 74.5 to 88.0. 
The results of the ANOVAs indicated a nonsignificant 
trend for the main effect of gender on the DAS [£:(1,14) = 
3.92, 2= .12]. Husbands reported higher levels of marital 
adjustment (M= 88.1) than wives (M= 82.9). No other findings 
reached or neared significance. 
Dyadic Satisfaction Subscale. Additionally, a series of 
ANOVAs were conducted on each of the subdimensions which 
comprise the DAS (marital satisfaction, consensu~, cohesion~ 
and affective expression). On the DAS satisfaction subscale, 
a main effect for group neared significance [F(l,14)= 3.06, 
~ .10)]. Couples with a pattern of split alliances reported 
slightly higher levels of marital satisfaction <M= 28.3) than 
,..ou.ples with a pattern of intact alliances <M= 24.8). The 
group X gender interaction also neared significance [£:(1,14)= 
3.64, 2= .08)]. Inspection of means indicated that among 
couples with a pattern of split alliances, husbands reported 
lower mean levels of marital satisfaction (M= 27.8) than 
wives (M= 28.9) both pre- and post-therapy. Contrarily, among 
couples with intact alliances, husbands report higher mean 
levels of marital satisfaction (M= 25.9) than wives (M= 
Table 6 
Mean Dyadic Adjustment (DAS) Scores for Couples with a 











































Mean Dyadic Adjustment (DAS) Scores for Couples with a 
Pattern of Intact Alliances as a Function of Gender and Time 
Wives 
Scores Pre-Therapy Post 8th Session 
Satisfaction 23.6 (5.5) 23.6 (6.3) 
Cohesion 10.5 (3.2) 9.38 (4.7) 
Consensus 36.0 (7.4) 31.4 (12.8) 
Affective Expression 11.0 ( 1.5) 10.1 (2.2) 
Total DAS 81.1 (12.6) 74.5 (17.8) 
Husbands 
Scores Pre-Thera:ev Post 8th Session 
Satisfaction 25.9 (4.4) 26.0 (3.9) 
Cohesion 11.3 (3.5) 11.4 (4.4) 
Consensus 35.8 (8.3) 39.6 (7.3) 
Affective Expression 10.3 (3.6) 10.3 (2.8) 
Total DAS 90.5 (14.3) 87.3 (6.5) 
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23.6). A main effect for time neared significance 
Cr(l,14)=2.15, .Q= .16)]. Mean values indicated that both 
husbands and wives reported slightly increased levels of 
marital satisfaction from pre-therapy as compared to after 8 
sessions of marital therapy that were 1.0 to 1.5 points in 
magnitude, respectively. 
DAS Consensus Subscale. On the DAS consensus subscale, a 
main effect for gender neared significance [F( 1,14)= 3.71 R= 
.08]. Husbands reported somewhat higher levels of dyadic 
consensus (M= 38.88) than wives (M= 35.03). A gender X time 
interaction neared significance [F(14,l)= 3.70 ,.Q= .08]. 
Husbands' reported level of dyadic consensus slightly 
increased from pre-therapy (M= 38.25) to after 8 therapy 
sessions (M= 39.5), whereas wives' reported levels decreased 
over time from 36.75 to 33.31. A group X gender X time 
interaction also neared significance [F(l,14)= 2.45, Q= 
.14]. Wives from both couples with a pattern of split 
alliances and those from couples with intact alliances 
reported decreased levels of dyadic consensug from pr~­
therapy (M= 37.5 and 36.0, respectively) to after 8 sessions 
of marital therapy (M= 35.25 and 31.38, respectively). 
Husbands from couples with a pattern of split alliances 
demonstrated relatively no change in their level of dyadic 
consensus from pre-therapy (M= 40.75) to after 8 therapy 
sessions (M= 39.38), while those with a pattern of intact 
alliances report higher levels of dyadic consensus after 
eight sessions of marital therapy {~= 39.6l) as compared to 
their pretreatment scores (M= 35.8). 
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DAS Cohesion Subscale. On the DAS cohesion subscale, a 
group X gender X time interaction neared significance 
[F(l,14)= 2.41, R= .14]. For husbands, both those displaying 
a pattern of split alliances and those with intact alliances, 
levels of dyadic cohesion remained relatively unchanged from 
pre-therapy <M= 12.38 and 11.25, respectively) to after 8 
sessions of marital therapy (M= 12.13 and 11.38). For wives 
with a pattern of split alliances, dyadic cohesion increased 
from pre-therapy <M= 11.38) to after 8 sessions of therapy 
(M= 12.88), while for wives from couples with intact 
alliances, dyadic cohesion decreased from pretreatment (M= 
10.5) to after 8 sessions (M= 9.38). No other findings were 
significant. 
DAS Affective Expression Subscale. On the DAS affective 
expression subscale, there were no significant or near 
significant findings. 
Individual Adjustment. 
overall Individual Adjustment. Mean f\rores for ov~r~11 
level of individual adjustment, as well as the various BSI 
subscales for couples with patterns of both split and intact 
alliances are displayed in Tables 8 and 9 respectively. On 
the Global Severity Index (GSI) which accounts for overai1 
individual psychological adjustment, the results of the ANOVA 
indicated a main effect for time (F(l,12)= 5.30, .Q= .04]. 
Couples reported an overall decrease in psychological 
symptoms. Husbands' and wives' mean pre-therapy scores were 
(M= .73 and .87, respectively), while their mean scores 
after 8 therapy sessions were (M= .54 and .59,respectively). 
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Table 8 
Mean Brief Symptom Inventory CBS!) Item Scores for Couples 










1.29 ( 1.2) 
.86 (.87) 
1.04 (.97) 










.51 (. 43) 
.75 (.43) 
Global Severity Index (GS!) .78 (.34) 
Post 8th Session 
.79 (.40) 
.93 (. 72) 
.54 (. 36) 
.43 (. 55) 
.55 (.35) 
Post 8th Session 
.90 (.42) 
1.29 (.67) 
.69 (. 23) 
.71 (.53) 
.72 ( .22) 
Table 9 
Mean Brief Symptom Inventory (BS!) Item Scores for Couples 












1.10 ( 1.14) 
Global Severity Index (GSI) .81 (.75) 
Post 8th Session 
.80 (.53) 
1.10 (.71) 
.74 (. 43) 





Pre-Therapy Post 8th Session 
Anxiety 1.00 (1.01) .60 (.60) 
Depression 1.20 (.93) .so (. 75) 
Hostility .71 (.72) .31 (. 61) 
Interpersonal Sensitivity .68 (.84) .32 (.63) 
Global Severity Index (GS!) .69 (. 59) .36 (. 42) 
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A group X gender X time interaction was significant for 
overall psychological symptomatology [F(l,12)= 4.56 1 2= 
.OS]. Among couples demonstrating a pattern of intact 
alliances, both husbands' and wives' GSiscores decreased 
substantially from pre-therapy (M= .69 and .81, respectively) 
to after 8 therapy sessions (M= .36 and .62, respectively). 
Among couples with a pattern of split alliances, while wives' 
GSI scores also decreased substantially from pre-therapy (M= 
.94) to after 8 therapy sessions <M= .55), husbands' scores 
remained relatively unchanged from pre-therapy (M= .78) to 
after 8 therapy sessions (M= .72). 
BS! Anxiety Subscale. On the BSI anxiety subscale, a 
main effect for time neared significance [F(l,12)= 2.39, Q= 
.15] Both husbands' and wives' levels of anxiety decreased 
from pre-therapy (M= 1.05 and .96, respectively) to after 8 
sessions of therapy (M= .75 and .80, respectively). No other 
fJnrli.ngs were significant or neared significance. 
BS! Hostility Subscale. On the BSI hostility subscale, a 
group X gender x time interaction was significant [F(l,12)= 
7.19, J2= .02). Among couples with intact alliances, both 
husbands' and wives' hostility scores decreased from pre-
therapy to after 8 sessions (M= .71 and .83, respectively). 
Among couples with split alliances, while wives' hostility 
scores also decreased from pre-therapy (M= .86) to after 8 
therapy sessions (M= .54), husbands' hostility scores 
increased from pre-therapy (M= .51) to after 8 therapy 
sessions (M= .69). No other findings were significant or 
neared significance. 
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BSI Depression Subscale. On the BSI depression subscale, 
results indicated a nonsignificant trend for the main effect 
of time [F(l,12)= 3.97, p= .07]. Both husbands' and wives' 
reported level of depression decreased from pre-therapy (M= 
1.19 and 1.5,respectively) to after 8 therapy sessions (M= 
.89 and 1.0, respectively). No other findings were 
significant or neared significance. 
BSI Interpersonal Sensitivity Subscale. On the BSI 
interpersonal sensitivity subscale, which captures feelings 
of personal inadequacy and inferiority including marked 
discomfort with interpersonal behaviors (Derogatis & Spencer, 
1982), a main effect for time was signif.i.r.~nt'. [F(l.,12)= 
5.05, p= .04]. Both husbands and wives' levels of 
interpersonal sensitivity decreased from pre-therapy (M= .71 
and 1.07, respectively) to after 8 therapy sessions (M= .52 
and .54, respectively). No other findings were significant or 
neared significance. Overall, it does not appear that split 
alliances were negatively correlated with indivdual and 
dyadic outcome, thus disconfirming hypothesis #6. 
Relationship Between Alliance and Outcome 
In order to assess whether therapeutic alliance 
contributes to dyadic outcome, a multiple regre~si~n wa~ 
calculated using pre-therapy DAS scores and alliance scores 
measured across all 8 sessions as possible predictors and DAS 
scores after session 8 as the criterion. Pre-therapy DAS 
scores were entered first to control for couples' initial 
1~,,'?l51 of .distress. Separate regressions were calculated for 
husbands and wives. It appears that there is a similar 
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pattern for husbands and wives which indicated that the 
results failed to support hypothesis #7. Initial DAS scores 
predicted post 8 session DAS scores for wives (P < .0069, B 
Square= .41651), as well as for husbands (P < .0081, B 
Square= .40409). However, when alliance was entered into the 
regression, results were nonsignificant for both husbands and 
wives. Thus, in the current study although initial levels of 
marital distress predicted dyadic outcome for husbands and 
wives, alliance scores did not for either husbands or wives. 
CHAPTER 5 
DISCUSSION 
There were 3 major findings in this study, the 
implications of which are discussed below. One, the subscales 
of the CTAS were highly correlated which suggests that the 
overall alliance is assessed by this measure rather than its 
presumed specific content components (tasks, goals, and 
bonds). Two, the couples' therapeutic alliance was not stable 
across all of the first 8 sessions of therapy. Three, 
although the concept of split alliance could be empirically 
verified in the current study, it appeared to have limited 
clinical relevance in terms of dyadic and individual outcome. 
Finally, the therapeut.ir aJliaOC'J? wa.~ no+- a ~~.i.gni.fiot=m+­
predictor of dyadic outcome. 
Findings for the CTAS 
The three CTAS content subdimensions and the three 
interpersonal subdimensions were highly intercorrelated which 
suggests that the measure taps a single unidimensional 
phenomenon_ As .currPotJy.cnnstructed, the CTAS does not 
appear to adequately measure the 3 hypothesized 
subdimensions of tasks, goals, and bonds. Because of the high 
intercorrelations among the CTAS subdimensions, the specific 
~omponents of the therapeutic alliance remain unexaminable. 
Therefore, any discrepancies between marital partners cannot 
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be attributed to specific features such as tasks, goals, or 
bonds. The finding that the CTAS is actually unidimensional 
has meaningful implications for the measurement of alliance. 
In future research, the failure of the CTAS to discriminate 
among alliance subdimensions must be considered not only in 
theoretical conceptualizations of the alliance in marital 
therapy, but also in the choice and use of alliance 
instruments. Future research may wish to revise the CTAS in 
an attempt to specify and assess different aspects of the 
alliance. Researchers may also consider developing new couple 
alliance measures. 
Stability of the Alliance 
When scores were combined for husbands' and wives' from 
both "splitter" and "non-splitter" couples, the alliance 
appears relatively stable across the first 8 therapy sessions 
(see Figure 1). With the exception of session 7, couples' 
alliance scores at each session were highly correlated with 
previous sessions. The fact that alliance appears to de-
stabilize at session 7 implies that .invec;:ti']~t"\r<=1 r~nn0+­
assume that the alliance never deteriorates over time once it 
is established. The fact that alliance destabilizes at a 
particular session may provide further evidence of the "tear 
and repair" phenomenon, whereby ruptures in the alliance 
Of:'J'.:"1).r yi?:t do n.n~ ~,..h:i_i?va ~o~-''.'V?Jl-Ce (Safran et al. 1 1990). 
Given the high level of marital discord among this 
sample, it was important to consider husbands' and wives' 
alliance separately to discover any potential gender 
diffJ?r?nt:-'?S in theo ~t~biJi+-y af .:the alliance over time. 
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Indeed, the results suggest that while husband's perceived 
alliance with the therapist fluctuates over the first eight 
sessions of marital therapy, wives• alliance remains 
relatively stable. This was surprising in that it was 
expected that the stability of the alliance would be similar 
for husbands and wives. This result also accentuates the 
different ways in which husbands and wives perceive the 
process of psychotherapy in whicb both are acrive 
participants. Differences in the stability of the alliance 
for husbands and wives may also reflect the high level of 
marital distress exhibited by the couples included in this 
sample. 
This relative instability of the alliance for husband$ 
has potential applications for the practice of marital 
therapy in that it highlights the turbulent nature of the 
therapist's relationship with the husband in the early phase 
of therapy as compared with wives' more steady relationship. 
This may be related to men's general experience of 
psychotherapy or the fact that traditionally mEVl have been 
less socialized to the therapeutic process than women. 
Marital therapy has consistently been viewed as more of a 
female enterprise in that it stresses several typically 
feminine attributes such as interpersonal skills and 
communication about feelings (Scher et al, 1987). 
Traditionally, men have been socialized to be less 
t:;'!J'n+- i0~.~11 y ~xpr1='~shre ~nd res.ist seeking help which could 
potentially make marital therapy an uncomfortable and 
challenging endeavor (Meth, 1990; Allen & Gordon, 1990). 
Because of the equal number of male and female therapists 
included in the study, husbands' unstable relationship with 
the therapist is probably unrelated to the therapist's 
gender. 
The fact that alliance scores remained relatively 
stable throughout the first 8 sessions for wives was 
especially pertinent as it suggests that wives' moderately 
positive perceptions of the alliance are formed relatively 
early in marital therapy and tbat their opinions remain 
relatively fixed over time. Wives' alliance scores did not 
change significantly over time and remained only moderately 
positive (M= 5.54, SD= .81). Therefore, it is an empirical 
question whether wives' alliances can be improved Qvo.r t-hA 
course of marital therapy and if such improvements would 
enhance individual or dyadic outcome. 
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Given the restricted range of alliance scores among 
wives over the course of treatment, therapists may have to 
work extremely hard to improve the quality of their 
relationship with wives. The fluctuation in allJance scores 
over time from husbands, may allow the therapist more 
leverage to affect husbands' perceptions of the alliance. 
Thus the therapist may choose to carefully monitor his or her 
relationship with the husband. 
When husbands' and wives' were categorized as either 
"splitter" or "non-splitter" spouses, the results suggest 
that each group demonstrates a distinct pattern of alliance 
over time. For wives from couples with a pattern of split 
~lli~m-"."J?~. thJ? J'f~uJ?!0~m-=-ry+- ;:t".'l'i rc011r~P of the alliance was 
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stable across the first 8 therapy session. However, for wives 
from couples with a pattern of intact alliances, alliance 
appears considerably less stable across the first 8 sessions. 
In other words, wives from couples with intact alliances 
appear to demonstrate more flexibility in their perceptions 
of the alliance which may provide the therapist with more 
leeway to intervene and affect the relationship. However, it 
is difficult to explain why this variabiJity is only mani.f~st 
among wives from couples with intact alliances. 
Husbands from couples with split and intact alliances 
demonstrated opposite patterns of stability from wives. In 
the fonner situation, alliance appears relatively stable 
across the first 6 thl?rapy ge,s,ei,nns and then destabilizes. 
For husbands from "splitter" couples, alliance becomes 
relatively unstable at an earlier point; session 3. While 
both groups demonstrate some degree of instability of the 
alliance over time, husbands with split alliances demonstrate 
fl . b • 1 • ' th . . ·. +:' f h 11 ' ·T'""t=s> more exi 1 1ty in e1x percep.c.ions o __ t .1.e a __iance~ J.L 
fact that husbands from splitter couples appear more apt to 
change their perceptions of the alliance may be partially 
explained by the process of male socialization which calls 
for a rational, action-oriented approach to problem-solving 
(Pasick et al., 1990). While women may be more comfortable 
simply expressing feelings, men may feel compelled to take 
action to bridge the distance between themselves and their 
wives, which may lead to more positive alliances when 
resolution occurs, and negative alliances in times of 
frustration. The relative instability of the husbands' 
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alliance may also mimic their difficulty with self-
disclosure, limited awareness of their feelings, and 
conflictual feelings regarding their own vulnerability; 
traits which result from male socialization (Pasiok et al., 
1990). Although husbands' alliance appears less stable than 
wives' perceptions of the therapeutic alliance, this factor 
dol?,s: not- necessarily infer that this relative instability is 
associated with therapy dropout. A review of a number of 
studies of premature termination show no significant gender 
differences and it thus appears that gender is not a 
significant- predictor of continuation in treatment (Garfield, 
1994). 
Because of the instability of the alliance, particularly 
for husbands, it appears that early alliance may not be 
predictive of later alliance. Thus, it would be misleading 
to measure husbands' alliance at an early session, as has 
been done in past research (e.g., Bourgeois, 1990). For 
wives, it appears that early measurement of the alliance may 
be appropriate and may, in fact predict all.iance ac:r.0~s .~-t 
least the first 8 therapy sessions. Given that husbands' and 
wives' alliance scores stabilize at different points across 
the first 8 therapy sessions, in order to compare spouses' 
perceptions of the therapeutic alliance, alliance should .. ho 
measured at a point where both spouses' alliance scores 
appear to stabilize. When both spouses' alliance scores are 
combined and investigated over time, it appears that alliance 
is stable across the first 6 sessions, however, ratings at 
session 7 appear unrelated (~= .37) with previous sessions. 
Thus researchers should exercise appropriate caution when 
choosing a point at which to measure alliance. 
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It is also significant that average alliance scores over the 
first 8 therapy sessions for husbands and wives ratings of 
the alliance were only moderately positive. On a 7-point 
scale, with 4 representing neutral and 7 representing 
complete agreement, mean alliance scores for husbands were 
5.68 (SD= .86) and for wives M= 5.54 (SD= .81). The fact that 
alliance scores for both spouses were only moderately 
positive across the first 8 sessions may be attributable to 
the high level of marital distress among this sample of 
couples. It may be that the process of marital therapy, or 
P~ch ,gpouses' relationship with the therapist runs parallel 
to their conflicted relationship with each other. 
Therapeutic Alliance & Dyadic and Individual Adjustment 
Analysis of the DAS scores highlights the substantial 
level of marital distress among couples included in the 
current study. Previous marital research (e.g., Bourgeois et 
aL" 1990) has utilized a cutoff score of 100 on the DAS to 
distinguish between distressed and nondistressed couples. In 
Spanier's (1976) original sample, married couples' mean DAS 
scores were 114.8, while divorced couples' scores averaged 
70. 7. "A"i th hie?h~r .~r.nres indicated higher levels of 
marital distress. In the current study, couples' pre-therapy 
DAS scores averaged 87.5, which, along with the inclusion 
criteria, indicates the level of marital distress among our 
sample. The high level of distress among our sample may be 
significant in that it may limit the generalizability of the 
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major findings, while concurrently providing insight into the 
process of marital therapy with highly distressed couples. 
The results of the study suggest that although the 
hypothesized split alliance concept could be identified, it 
had limited clinical relevance. The presence of a pattern of 
split alliances did not predict overall poorer dyadic outcome 
better than a pattern of intact alliances, according to both 
husbands' and wives' perceptions of the marital relationship. 
The failure of the split alliance to predict dyadic outcome 
may be explained by the profound level of initial marital 
distress among both splitting and non-splitting couples, 
which predicted a relatively large amount of the varianc~ i_n 
outcome across 8 therapy sessions CB square= .41). Given that 
therapeutic alliance was not found to be a significant 
predictor of dyadic outcome, it is not surprising that the 
distinction between split and intact alliances also failed to 
differentially predict overall dyadic outcome. 
The fact that overall dyadic adjustment did not 
~i~nificantly improve after 8 sessions of marital therapy may 
also be attributable to the sample's high level of initial 
marital distress. In previous research on couples who 
underwent behavioral marital therapy, severely distressed 
couples and couples who have thought about and taken steps 
toward divorcing were among those who were least likely to 
benefit from therapy (Baucom & Hoffman, 1986). Couples in the 
present study are similar to the sample utilized in Baucom 
and Hoffman's research in both their level of marital 
distress and also in their consideration of divorce as an 
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option. 
Given the fact that couples' overall level of dyadic 
adjustment failed to improve from pre-therapy to after 8 
therapy sessions may also be due to the failure of the 
current study to measure dyadic adjustment at the most 
appropriate time in treatment. It may be that therapeutic 
change requires a longer course of treatment, particularly 
with couples who present with substantial marital distress. 
Thus, measurement of dyadic adjustment after 8 sessions of 
marital therapy may be premature. Future endeavors may wish 
to consider measuring dyadic outcome at the end of treatment. 
It is also of interest that wives reported slightly lower 
levels of dyadic adjustment than husbands. It has been 
suggested that the DAS may overestimate psychopathology among 
women and underestimate psychopathology among men (A. 
Horvath, personal communication, June 1996). 
In terms of overall individual adjustment, while wives 
from both splitting and non-splitting couples demonstrated 
~i~il~r p~ttt:)r.n~ nf increased individual adjustment over the 
course of the first 8 therapy sessions, husbands from 
splitting couples demonstrated no significant individual 
improvement. While anxiety, depression, and interpersonal 
sensitivity decreased for both spouses over time, husbands 
from splitting couples report increased hostility after thP 
first 8 therapy sessions. The failure of husbands from 
splitting couples to make individual gains in marital therapy 
may attest to their frustration and sadness at the level of 
marital discord and the potential dissolution of the 
72 
relationship. Marital distress, in particular the 
polarization which may occur among splitting couples, may 
incite men's fears of dependency, vulnerability, and failure 
(Allen & Gordon, 1990). As therapy progresses, it may be that 
husbands gain a further understanding of their wives' 
unhappiness and the vulnerability of the marriage. Allen and 
Gordon suggest that the threat of divorce may force men to 
confront dependency needs and needs for control which may be 
threatening to their gender identity. For many men, the 
process of psychotherapy combined with the reaJJzation of 
the depth of the marital discord may account for their 
continuing psychological symptoms. The fact that hostility, 
in particular, escalates over the course of therapy among men 
from splitting couples is not surprising in that anger is 
often viewed as the only acceptable "masculine" emotion and 
is often effective in maintaining family dam; n::ln,.~ {t>?~:d c-k et 
al., 1990). Given their increased hostility over the course 
of therapy, it is also not surprising that husbands from 
splitting couples report somewhat lower levels of marital 
satisfaction than wives. 
Alliance and Outcome 
It appears that dyadic outcome was more related to 
initial level of marital distress than to therapeutic 
alliance. This may be partially explained by the high level 
of marital distress reported by couples who participated in 
this study. Furthermore, the hypothesis that :tberapeut5c 
alliance would be more highly correlated with therapeutic 
success among husbands than among wives was not confirmed. 
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The results of previous studies of marital therapy which 
employed the CTAS (Bourgeois et al., 1990; Heatherington & 
Friedlander, 1990) also found that therapeutic alliance was 
only able to explain a small portion of the variance in 
overall therapy outcome. Pinsof and Catherall (1986) suggest 
that since the notion of therapeutic alliance was derived 
from individual psychotherapy, it may not be a concept which 
is similarly applicable to the process of marital and family 
therapy. Bourgeois et al. (1990) question whether a single 
factor, such as therapeutic alliance, can realistically be 
expected to account for the multidimensional process of 
marital therapy. 
The failure of the current study to find gender 
differences in the relationship between alliance and outcome 
contradicts previous research on couples engaged in group 
marital therapy (Bourgeois, Sabourin, & Wright, 1990) which 
suggested that strength of the therapeutic alliance was a 
more potent predictor of therapeutic success among husbands 
than among wives. However, the failure to find gender 
differences in the current investigation may be attributable 
to the fact that the current study focused on individu~l 
marital therapy and was not subject to the unique dynamics of 
therapy groups. Furthermore, Bourgeois et al. measured 
alliance using the CTAS after the third therapy session 
which, according to the results of the current study, may not 
be a reliable procedure. 
Limitations of the study 
Although this study has provided some insight into the 
process and outcome of the early phase of marital therapy, 
the results have limited generalizability when predicting 
overall outcome of longer-term therapy. Although in some 
cases, particularly with the rise of managed care, the 
duration of marital therapy may indeed be limited to about 
eight sessions, in some cases the duration of therapy may 
greatly exceed eight sessions. Thus, the measurement of 
outcome after only 8 sessions may be misleading in that 
substantial change may occur in later sessions. 
74 
Another limitation of this study was that the populat i.rm 
under study was unique as the couple participants were highly 
distressed in terms of the state of their marriages. Although 
the process of marital therapy with highly distressed couples 
may be similar to that of couples who present with less 
marital discord, there is empirical evidence which suggests 
that severely distressed couples were among those who ~'~!"~ 
least likely to benefit from behavioral marital therapy 
(Baucom & Hoffman, 1986). The level of distress among couples 
and the fact that they had considered divorce as an option 
before entering therapy may also have impacted their 
expectations of marital therapy and their treatment goals. 
Garfield (1990) points out that if what actually f\J'."1'."Prc: i~ 
therapy is incongruent with clients' expectancies, clients 
may become dissatisfied and withdraw from treatment. Thus, 
there appear to be several potential implications of the 
profound level of distress among the couples in the current 
study suggesting that more research is needed to determine 
the differences and commonalities between this group and a 
more heterogeneous sample of couples undergoing marital 
therapy. 
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The high attrition rate among couples who particpated in 
the study must also be considered in terms of the 
generalizability of the findings. Attrition in the study 
occurred through three separate means; couples who refused at 
the outset to particpate in the study, couples who agreed but 
did not continue with treatment or the research protocol, and 
through missing data due to couples' not completing the 
entire data protocol. Given these varying factors which 
contributed to attrition rates, and the relatively smaJl 
sample size (n= 16), the generalizability of the research 
findings is limited. 
A further limitation of the study was the fact that all 
therapists in the study practiced according to the !PCT 
model. Despite the fact that IPCT is an integrative therapy 
which incorporates behavioral and psychodynamic elements, 
findings from the current study may not generaJi7~ t-n ~11 
schools of marital therapy. Furthermore, therapists adherence 
to the model was not monitored. 
Conclusions and Reccomendations 
The results of this study have particular implications 
for the measurement of alliance. Bordin's (1979) 
conceptualization of the alliance as comprised of ~~ r~Qk~. 
goals, and bonds may simply not apply to marital therapy in 
the same way that it applies to individual psychotherapy 
(Pinsof & Catherall, 1986). In the current study, the CTAS 
failed to capture different components of the alliance and 
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also was unable to account for much of the variance in 
overall therapy outcome. Furthermore, the results suggest 
that when considering the stability of the alliance among 
couples, it is critical to consider each spouse individually, 
as their patterns of alliance may vary over time. Given that 
the alliance is not stable across all of the first eight 
therapy sessions, the practice of measuring alliance at one 
particular point in time may be misleading. Thus, the curren~ 
study has several implications for future research. 
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COUPLE THERAPY ALLIAN:E SCALE 
William M. Pinsof, Ph.D. 
Donald R. Ca.therall 
Instructions 
'!he following statements ref er to your feelings and thoughts · aJ:out your 
therapist and your therapy right row. Each statement is followed by a 
seven point scale. Please rate the extent to which you agree or 
disagree with each statement AT THIS TIME. 
If you completely agree with the statement, circle number 7. If you 
completely disagree with the statement, circle number 1. Use the 
numters in-betweo_n to descril:e variations betweo_n the ex-i...rerres. 
CaTipletely Strongly 
Agree Agree Agree 
7 6 5 
Strongly Conpletely 
Neutral Disagree Disagree Disagree 
4 3 2 1 
Please work quickly. We are interested in your FIRST impressions. Your 
ratings are CCNFIDENrIAL. They will not be shown to your therapist and 
will only be used for research purposes. Although some of the 
statements app:ar to be similar or identical, each statement is unique. 
PLEASE BE SURE 'ID RATE EAQ1 STATIMENT. 
************************************************************************ 
For Office Use ~ 
************************************************************************ 
Center for Family Studies/The Family Institute of Chicago 
Suite 1530, 666 North lake Shore Drive, ctricago, Illinois 60611 
(79) 
Conpletely Strongly Strongly Conpletely 
Agree Agree Agree Neutral Disagree Disagree Disagree 
7 6 5 4 3 2 1 
1. The therapist cares arout me 7 6 5 4 3 2 1 
as a p:rscn. 
2. The therapist and I are not in 7 6 5 4 3 2 1 
agreement al:out the goals for 
this the...rapy. 
3. I trust the therapist. 7 6 5 4 3 2 1 
4. The therapist lacks the skills and 7 6 5 4 3 2 1 
ability to help my partner and 
myself wit.'-1 our relationsJrip. 
5. My partner feels accepted by the 7 6 5 4 3 2 , -
therapist. 
6. The therapist dces not ur.derstand 7 6 5 4 3 2 1 
the relationship eetw'ee..l"l my 
partner ar.d myself. 
7. The theraoist ur:derstands mv 
goals in therapy. • 
7 6 5 4 3 2 1 
8. The therapist and my partner are 7 6 5 4 3 2 1 
not in agreerent about the 
goals for t.1U.s therapy. 
9. My partner cares al::out the 7 6 5 4 3 2 1 
therapist as a p:rson. 
10. The therapist dces not ur.derstand 7 6 5 4 3 2 1 
the goals that my r;:artner and I 
have for ourselves as a couple in 
this therapy. 
11. My r:artner and the therapist are 7 6 5 4 3 2 1 
in agreeme..11t alx:>ut the way the 
therapy is l:eing conducted. 
(80) 
Ccrnpletely Strongly Stror.gly Canpletely 
Agree Agree Agree Neutral Disagree ·Disagree Disagree 
7 6 5 4 3 2 1 
12. The therapist dces not understand 7 6 5 4 3 2 1 
rre. 
13. The therapist is helping my partner 7 6 5 4 3 2 1 
and me with our relationship. 
14. I am not satisfied with the 7 6 5 4 3 2 1 
therapy. 
15. The therapist understands my 7 6 5 4 3 ·2 1 
partner 's goals for this therapy. 
16. I do not feel accepted by the 7 6 5 4 3 2 1 
.therapist. 
17. The therapist and I are in 7 6 5 4 3 2 1 
agreement a.rout the way the 
therapy is being conducted. 
18. The therapist is not helping me. 7 6 5 4 3 2 1 
19. The therapist is in agreer.ent with 7 6 5 4 3 2 1 
goals that my partner and I have 
for ourselves as a couple in this 
therapy. 
20. The therapist dces not care a.l:out 7 6 5 4 3 2 1 
my partner as a p:rson. 
21. The t.11erapist has the skills and 7 6 5 4 3 2 1 
ability to help m::. 
22. The therapist is not helping my 7 6 5 4 3 2 1 
partner. 
23. My partner is satisfied with the 7 6 5 4 3 2 1 
therapy. 
24. I do not care arout the t.lierapist 7 6 5 .4 3 2 1 
·as a person. 
Please Go On To The Next Page 
(81) 
Canpletely Strongly Strongly Ccmpletely 
Agree Agree Agree Neutral Disagree .Disagree Disagree 
7 6 5 4 3 2 1 
25. The therapist has the skills and 7 6 5 4 3 2 1 
ability to help my partner. 
26. My partner distrusts the therapist. 7 6 5 4 3 2 1 
27. 'Ihe therapist cares about the 7 6 5 4 3 2 1 
relationship between my partner 
and myself. 
28. The ·therapist does not understand 7 6 5 4 3 2 1 
my partner. 
29. The therapist does not appreciate 7 6 5 4 3 2 1 
hew important the relationship 








Revised Dyadic Adjustment Scale 
Most persons have disagreements in their relationships. Please indicate below the 
appropriate extent of agreement or disagreement between you and your partner for each 
item on the following list. 
Almost Occa- Fre- Almost 
Always Always sionally quently Always Always 
Agree Agree Disag!:ee Disagree Disagree Disagree 
1. Handling family finances 5 4 3 2 1 0 
2. Matters of recreation 5 4 3 2 1 0 
3. Religious matters 5 4 3 2 1 0 
4. Demonstrations of 5 4 3 2 1 0 
s. Friends 5 4 3 2 1 0 
6. Sex relations 5 4 3 2 1 0 
7. Conventionality (correct 
or proper behavior) 5 4 3 2 1 0 
8. Philosophy of life 5 4 3 2 1 0 
9. Ways of dealing with 5 4 3 2 1 0 
parents or in-laws 
10. Aims, goals, and things 5 4 3 2 1 0 
believed important 
11. Amount of time spent 5 4 3 2 1 0 
together 
12. Making major decisions 5 4 3 2 1 0 
13. Household tasks 5 4 3 2 1 0 
14. Leisure time interests 5 4 3 2 1 0 
and activities 
15. Career decisions 5 4 3 2 1 0 
16. Adultery 5 4 3 2 1 0 
1 7. Communication 5 4 3 2 1 0 
18. Alcohol & Drugs 5 4 3 2 1 0 
19. Children 5 4 3 2 1 0 
20. Jealousy 5 4 3 2 1 0 
(84) 
Most 
All of the More often Occa-
the time time than not sionally Rarely Never 
21. How often do you 
discuss or have 
you considered divorce? 0 1 2 3 4 5 
22. How often do you 
discuss or have 
considered separation? 0 1 2 3 4 5 
23. How often do you 
or your mate leave 
the house after a fight? 0 1 2 3 4 5 
24. In general, how often 
do you think that things 
between you and your 
partner are going your 
way? 5 4 3 2 1 0 
25. How often do you 
imagine/think about 
being married to someone 
else? 5 4 3 2 1 0 
26. Do you confide in your 
mate? 5 4 3 2 1 0 
27. Do you regret that you 
ever married (or lived 
together)? 0 1 2 3 4 5 
28. How often do you 
and your partner 
quarrel? 0 1 2 3 4 5 
29. How often do you 
and your mate get 
on each other's nerves? 0 1 2 3 4 5 
30. How of ten do you 
wish you had never 
married? 4 3 2 1 0 
31. How of ten do you 
kiss your mate? 4 3 2 1 0 
32. Do you and your mate 
engage in outside 
interests together? 4 3 2 1 0 
(85) 
How often would you say the following events occur between you and your mate? 
Most 
All of the More often Occa-
the time time than not sionally Rarely Never 
33. Have a stimulating 
exchange of ideas 
34. Love & affection 
expressed through sexual 
0 
intercourse 0 
35 • Laugh together 0 
36. Calmly discuss something 0 
37. Work together on a project 0 
3 8 • Being too tired for sex 0 
39. Not showing love 0 

















3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
41. The numbers on the following line represent different degrees of happiness in your 
relationship. The middle point, "happy" represents the degree of happiness in most 
relationships. Please circle the number which best describes the degree of happiness, 
all things considered, of your relationship. 












42. Which of the following statements best describes how you feel about the future of 
your relationship? 
__ r want desperately for my relationship to succeed, and would go to almost any 
length to see that it does. 
__ I want very much for my relationship to succeed, and will do all I can to see that 
it does. 
__ I want very much for my relationship to succeed, and will do my fair share to see 
that it does. 
__ It would be nice if my relationship succeeded, but I can't do much more than I am 
doing now to help it succeed. 
__ It would be nice if my relationship succeeded, but I refuse to do any more than I 
am doing now to keep the relationship going. 
__ My relationship can never succeed, and there is no more that I can do to keep the 
relationship going. 
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Brief Symptom Inventory 
Below is a list of problems and complaints that people sometimes have. Read each one 
carefully an select one of the numbered descriptions that best describes HOW MUCH THAT 
PROBLEM HAS DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS INCLUDING TODAY. Circle 
the correct number, do not skip any items. 
How much were you Not at A little Moderately Quite a Extremely 
distressed by: all bit bit 
1. Nervousness 
or shakiness inside 0 1 2 3 4 
2. Faintness or 
dizziness 0 1 2 3 4 
3 • The idea that 
someone else can 
control your 
thoughts 0 1 2 3 4 
4. Feeling others 
are to blame for most 
of your troubles 0 1 2 3 4 
5. Trouble remem-
bering things 0 1 2 3 4 
6. Feeling easily 
annoyed or irritated 0 1 2 3 4 
7. Pains of heart 
or chest 0 1 2 3 4 
8. Feeling afraid 
of open spaces 0 1 2 3 4 
9. Thoughts of 
ending your life 0 1 2 3 4 
10. Feeling that 
most people cannot 
be trusted 0 1 2 3 4 
11. Poor appetite 0 1 2 3 4 
12. Suddenly scared 
for no reason 0 1 2 3 4 
13. Temper outbursts 
that you could not 
control 0 1 2 3 4 
(88) 
How much were you Not at A little Moderately Quite a Extremely 
distressed by: all bit bit 
14. Feeling lonely 
even when you are 
with people 0 1 2 3 4 
15. Feeling blocked 
in getting things 
done 0 1 2 3 4 
16. Feeling lonely 0 1 2 3 4 
17. Feeling blue 0 1 2 3 4 
18. Feeling no 
interest in things 0 1 2 3 4 
19. Feeling tearful 0 1 2 3 4 
20. Your feelings 
being easily hurt 0 1 2 3 4 
21. Feeling that 
people are unfriendly 
or dislike you 0 1 2 3 4 
22. Feeling inferior 
to others 0 1 2 3 4 
2 3 • Nausea or upset 
stomach 0 1 2 3 4 
24. Feeling that you 
are watched or talked 
about by others 0 1 2 3 4 
25. Having of check 
and doublecheck what 
you do 0 1 2 3 4 
26. Trouble falling 
asleep 0 1 2 3 4 
27. Difficulty making 
decisions 0 1 2 3 4 
28. Feeling afraid to 
travel on buses, sub-
ways or trains 0 1 2 3 4 
2 9. Trouble getting 
your breath 0 1 2 3 4 
30. Hot or cold 
spells 0 1 2 3 4 
(89) 
How much were you Not at A little Moderately Quite a Extremely 
distressed by: all bit bit 
31. Having to avoid 
certain things places 
or activities because 
they frighten you 0 1 2 3 4 
32. Your mind 
going blank 0 1 2 3 4 
33. Numbness or 
tingling in parts 
of your body 0 1 2 3 4 
34. The idea that 
you should be 
punished for your 
sins 0 1 2 3 4 
35. Feeling hope-
less about the 
future 0 1 2 3 4 
36. Trouble 
concentrating 0 1 2 3 4 
37. Feeling weak in 
parts of your body 0 1 2 3 4 
38. Feeling tense or 
keyed up 0 1 2 3 4 
39. Thoughts of 
death or dying 0 1 2 3 4 
40. Having urges to 
bear, injure, or 
harm someone 0 1 2 3 4 
41. Having urges to 
break or smash 
things 0 1 2 3 4 
42. Feeling very 
self-conscious 
with others 0 1 2 3 4 
43. Feeling uneasy 
in crowds 0 1 2 3 4 
44. Never feeling 
close to another 
person 0 1 2 3 4 
(90) 
How much were you Not at A little Moderately Quite a Extremely 
distressed by: all bit bit 
45 • Spells of 
terror or panic 0 1 2 3 4 
46. Getting into 
frequent arguments 0 1 2 3 4 
4 7. Feeling nervous 
when you are left 
alone 0 1 2 3 4 
4 8 • Others not 
giving you proper 
credit for your 
achievements 0 1 2 3 4 
49. Feeling so 
restless you 
couldn't sit still 0 1 2 3 4 
50. Feelings of 
'W'Orthlessness 0 1 2 3 4 
51. Feeling that 
people will take 
advantage of you if 
you let them 0 1 2 3 4 
52. Feelings of 
guilt 0 1 2 3 4 
5 3. The idea that 
something is wrong 
with your mind 0 1 2 3 4 
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